The biopsychosocial heterogeneity covered by the label men belies monolithic conceptualizations of men's health risks and their reduction.
K nowledge in the health sciences rests on an androcentric foundation. Viewed through the prism of history, studies designed primarily by men for predominantly male research participants critically shaped the direction of scientific inquiry, leaving a decidedly masculine imprint on the database of signs and symptoms that undergirds modern disease paradigms and clinical practice standards. [1] [2] [3] [4] [5] Despite this androcentric legacy, men's health remains poorly understood. For instance, research indicates that, in the aggregate, men are prone to take more health risks than their female counterparts. Specifically, it frequently is reported that, as a group, men are more likely than women to work under hazardous conditions (eg, including toxin exposure and other physical dangers), to adopt unhealthy lifestyles (eg, involving substance use, imprudent dietary habits, risky sexual practices, aggression and/or violence), to minimize symptoms and incipient health problems, and to underutilize medical and psychological services.
Not surprisingly, men's reported mortality rates have long exceeded those of women by an average of 5 to 7 years, with few signs of imminent improvement. Fueled, in part, by widespread acknowledgment of these unremitting masculine health disparities, a multidisciplinary specialty to explicitly study men and masculinity now has been a multidecade work in progress. Still, advances in men's health promotion have been slow to emerge, largely because of continued reliance on traditional perspectives and methodologies that have hindered a reopened quest to understand masculinity and health from a fresh angle. [1] [2] [3] [4] [5] [6] [7] 9, 51 For example, although documentation of simple between-sex differences contributed important foundational knowledge to the risk factors database, between-groups approaches capitalize on averages that smudge important sources of within-group variability among men. The implicit acceptance of the myth that all men (or all women) are well represented by their group's statistical mean impedes a more nuanced appreciation of the diversity actually characterizing men's (and women's) lived experiences. Indeed, statistically significant gender differences often mask clinically significant heterogeneity in health behaviors among individual men as well as commonalities between certain men and women that are noteworthy in clinical practice. Accordingly, traditional between-groups approaches now are widely recognized as relatively blunt instruments for advancing more fine-grained explorations of the complex biopsychosocial dynamics influencing gendered health trajectories. [1] [2] [3] [4] [5] [6] [7] 9, 51 
Beyond Main Effects
Emerging research is beginning to reveal tantalizing glimpses into the tangled web of gender-linked dynamics in which men's health behaviors are inextricably intertwined, including the various ways masculinity is played out across the life span both within and across other interacting influences such as race/ ethnicity, socioeconomic status (SES), and sexual orientation. 8, 14, 19, 21, 30, 52 As an illustrative case in point, male socialization traditionally has tended to reward self-reliance and risk taking. To the extent that these values are internalized, independence and achievement may be prioritized, whereas symptom reporting and help seeking may be devalued. Yet not all men adopt this hegemonic construction of masculinity and, among those who do, considerable variability exists in the degree to which these norms are enacted across situations and over time. To cite but one of many possible examples, evidence from the life span development literature suggests a softening of gender-based scripts with age, perhaps based on the self-identity updates that continually occur with maturation, seasoned by life experiences (eg, retirement, illnesses, physical limitations, and dependency), changing priorities at different life stages, and the cultural accentuation of diverse masculinity scripts for men at various ages reflected, for instance, in shifting societal expectations, media depictions, and peer norms.* Hence, viewed from a broader multivariate perspective, it becomes clear that health risks commonly attributed to men in the aggregate may not apply to all men equally or even to the same man at all times throughout his life. 17, 37, 44, 46, 53, 54, 59 In a similar vein, another critical mediator of well-being that recently has come into sharp focus centers on disenfranchised status, given that socially marginalized men (eg, low SES, ethnic and sexual minorities) are affected disproportionately by gendered health disparities. 8, 11, 14, 19, 21, 30, 52 One frequently overlooked aspect of marginalization involves incarceration, which represents a growing health risk for increasing numbers of predominantly ethnic minority men. 23, 31, 35 As Gaiter and colleagues 23 pointed out, Persistent health disparities characterize impoverished communities with large numbers of men who are locked away with limited access to quality health care and treatment, and these disparities are fueled by cycles of recidivism. Each year more than a half million offenders move back and forth between their communities and prison. 23(p1148) These risks have adverse consequences not only for the men themselves but also for the health of their significant others and their communities. 15, 22, 23, 31, [34] [35] [36] All told, accumulating evidence indicates that, rather than representing a unidimensional risk factor, male gender may be more akin to an umbrella variable subsuming a complex dynamic of health-relevant biopsychosocial processes and outcomes that remain to be fully unpacked. This emerging consensus makes a cogent case for moving beyond simple gender profiling in lifestyle medicine toward a contextualized approach tailored to each man's specific risk profile broadly defined to encompass biological, psychological, and social-ecological mediators at multiple levels of interacting influence (eg, individual, family, community). 
From Science to Practice
The past decade has witnessed an explosion of targeted outreach efforts beckoning men to reconsider health risk reduction. Although the specific tactics have been protean in their manifestations (and thoroughly reviewed by others), 4 some of the boldest have focused on bridging the gap between dominant constructions of masculinity and the paternalistic culture that still infuses many health care settings and providerpatient interactions. † One shining example is the Real Men, Real Depression campaign, 49,50 a multimedia initiative rolled out nationally under the auspices of the National Institute of Mental Health. This multifaceted campaign is impressive not only by its sheer scale but also by the audacity of its goals such as educating professionals and the public about depression's less familiar manifestations (eg, substance abuse, risky sexual practices, aggression/violence) that may be especially relevant for some men and highlighting the compatibility between help seeking and traditional masculine priorities (eg, by showcasing a peer reference group of diverse men discussing their experiences and treatment of mood disorders). Unfortunately, like so many other maleoriented social marketing programs, the effectiveness of the Real Men campaign has yet to be fully explored. 49 However, emerging program evaluation data tentatively suggest that, in their present guises, broadbased social marketing approaches, by their very nature, may paint with a brush much too broad to motivate improvement in most men's utilization habits or health behaviors, particularly taken against the labyrinth of intricate biopsychosocial processes in which lifestyle behaviors are ensconced, not the least of which is the pervasive barrage of counterveiling messages at more proximal levels of influence. 4, 6, 49, 53, 57, 58 Consequently, successive iterations of male-targeted interventions have become increasingly focused, with stepped-up efforts at matching more homogeneous segments of the male audience to certain interventions designed for specific concerns. For instance, Meador and Linnan 45 recently described a needs assessment based on the well-known PRECEDE model aimed at men's health care underutilization. In this way, predisposing, reinforcing, and enabling factors were systematically identified for a circumscribed patient sample and then prioritized in terms of importance, changeability, and feasibility for their particular managed care setting. Although cost-effectiveness remains to be thoroughly examined, this type of empirically driven, strategic planning offers considerable promise for engaging the local community and individualizing services in ways that are realistic for the sponsoring health care setting. 45, 63 Men's Health Revisited
The biopsychosocial heterogeneity covered by the label men belies monolithic conceptualizations of men's health risks and their reduction. [1] [2] [3] 36, 41, 53 However, to the extent that multiple constructions of masculinity interact with myriad other health-relevant influences in complex and *References 17, 37, 44, 46, 53, 54, 56, 57, 59 often idiosyncratic ways, providers find themselves in a quandary. Buffeted on one side by mounting evidence in support of contextualized care and on the other by pressures for ever more cost-effectiveness in a bleak resource climate, the clinical implications are complicated, at best. [64] [65] [66] [67] [68] What is the practicing clinician to do?
To be sure, clinical practice could easily be brought to a standstill by slicing and dicing innumerable biopsychosocial health mediators into a bewildering array of permutations. Taken against the backdrop of an increasingly austere practice milieu with ever-expanding clinical demands, providers already are overwhelmed in their efforts to screen and address patient health risks, as illustrated by providers' well-documented noncompliance with extant practice guidelines. [64] [65] [66] [67] [68] Indeed, by some estimates, 68 more than 7 hours per day of primary care time would be needed to deliver just the preventive services recommended by the US Preventive Services Task Force.
Fortunately, methodologies to help prioritize the implementation of clinical practice guidelines seem to be forthcoming. 64, 66, 68 Because so many prevalent conditions share modifiable risks, 69 these newer triaging strategies offer a potentially useful foundation for advancing evidence-based, patient-centered care that can be further tailored to each man's risk profile and tempered by his specific care preferences. 12, 64, 66, 70 Practicing Lifestyle Risk Reduction for Men Most providers believe they know "maleness" when they see it. Yet as a recognizable "brand," masculinity is more complicated to conceptualize than it may appear at first blush, given its variegated expression among different men and within the same man across situations and time. Although gender is an important part of the equation, the promise of promoting men's health cannot be fulfilled without a patient-centered approach that transcends masculine caricatures to include a collaborative, evidence-based perspective sensitive to the personalized biopsychosocial influences on each man's health risk and resilience. 1-6,17,19,27,28,41,53,69 AJLM
